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T"HE SYMPTOMATOLOGY, DIAGNOSIS AND TREATMENT
OF LUMBOSACRAL AND SACRO-ILIAC STRAIN
DR. GEORGE E. BENNETT
ilssociate Professor of Orthopedic Surgery, Johns Hopkins University School
of Medicine
Both the lumbosacral and the sacro-iliac joints are now considered to be
true joints and to react as such to pathological conditions. Symptoms may
therefore be due to injury to the muscles, tendons, etc. about the joint as
well as to injury to the joint itself. Since some of the heaviest muscles of
the body are attached to these joints it is to be expected that weakness in
the mechanics of the back, such as poor posture, or weak spine, as well as
sudden strain, would produce symptoms which demand attention and relief.
The injury may be considered to be in the sacro-iliac joint if there is
point tenderness over the sacro-iliac joint, pain on compression of the pelvis,
and pain on hyperextension of the leg on the pelvis. In addition there will be
some lateral deviation of the spine and muscle spasm. On the other hand,
if the patient presents a flattened back, pain over the top of the sacrum in
the region of the fifth lumbar vertebra, and muscle spasm, the injury may
be considered to be in the lumbosacral joint. Sacro-iliac pain is more likely
to be superficial than lumbosacral. Acute pain is often due to pressure of
contusion or pressure on a nerve. Pain on deep palpation usually indicates
injury in the joint itself, while pain on light palpation shows injury to muscles
and tendons.
Treatment of acute strain of the normal spine consists of support, massage,
heat, and rest, with physiotherapy to follow over a long period. If luxation
of the joint is suspected the joint should be manipulated. The treatment ofYALE JOURNAL OF BIOLOGY AND MEDICINE
acute strain of the abnormal spine and chronic strain is essentially the same
except that treatment must be greatly prolonged. In addition the basic
cause for the strain must be removed.
Manipulation has been found to be very effective in cases of chronic
back strain in breaking up adhesions about the joint or between muscles and
fasciae, and in reducing luxation or partial luxation. Operative procedures
should not be considered until all conservative measures have been tried.
M. H.
THE TREATMENT OF ARTHRITIS FROM THE CLINICAL
STANDPOINT
DR. RUSSELL L. CECIL
Professor of Clinical Medicine, Cornell University Medical College
Two types of arthritis are recognized: first, the hypertrophic or se-
nescent type, and, second, the atrophic or infectious or rheumatoid type.
The hypertrophic form is essentially a degenerative process consisting of
condensation of bone with the formation of spurs on the surface of the bone,
with rarefaction of bone beneath the surface. The symptoms may be entirely
lacking and diagnosis made only by X-ray. Pain and disability brought on
by trauma, overweight, etc. may be present.
Infectious arthritis should be ranked with syphilis as one of the great
chronic diseases. The etiology is undoubtedly some chronic infection, but
final proof of the agent is still lacking. The disease resembles rheumatic
fever, presenting pain and swelling in the joints and finally ankylosis of the
joints.
The two types may be differentiated by X-ray; the hypertrophic arthritis
showing spurs present on the bone and the atrophic showing haziness of the
joints in the early stages of the disease. Tests for streptococcus agglutinins
are high in rheumatoid arthritis as are also sedimentation tests, as opposed to
normal tests in hypertrophic arthritis.
Treatment for hypertrophic arthritis consists of reducing weight, physio-
therapy, hydrotherapy, change of climate, and application of heat. Treat-
ment should be aimed at keeping the patient symptom-free, not at curing
the degenerate process.
All methods of treatment should be used on the rheumatoid type. The
patient should devote himself to recovery. Any possible focus of infection
should be removed by a skilled operator and the patient built up physically
by diet, physiotherapy, heat, sunlight, baths, and change of climate. Strepto-
coccus vaccine prepared from strains isolated from the patient may be given,
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taking care to avoid overdosage and the resulting acute flare-up of the
arthritis in the joints. Fever therapy by means of typhoid vaccine, malaria,
or diathermy may be used. The prognosis of early cases is good and even
well-established cases can be rehabilitated. It should be the physician's
ambition to have sanatoria for this great chronic infectious disease in every
state, just as we now have sanatoria for the treatment of tuberculosis.
M. H.
THE ETIOLOGIC THEORIES AND THERAPEUTIC TRENDS
IN CHRONIC ARTHRITIS
DR. ROBERT B. OSGOOD
John Ball and Buckminster Brown Professor of Orthopedic Surgery
(Emeritus), Harvard University
Chronic arthritis has been recognized to be the most important chronic
disease that we have, the cost being estimated at twenty million dollars a
year in Massachusetts alone. It affects 10 per cent of the whole population
and 25 per cent of persons over 60 years of age. At present there are two
types of arthritis, atrophic and hypertrophic, both causing manifestations
because of a change in capillary control with a diminished blood supply to the
periphery of the body. In chronic infectious or atrophic arthritis the allergic
and streptococcal infection factors seem strong, while in hypertrophic arthritis
these factors are negligible. Indeed, it is possible that the two varieties of
arthritis will some day be found to be distinct and separate diseases. Fifty-
eight per cent of cases suggest hereditary tendencies as a causative factor.
Other causative factors are faulty body mechanics, faulty elimination, and
mental and physical fatigue. The exciting factor is often trauma. Focal
infections play an important role in chronic infectious arthritis.
The treatment of both types is that of a generalized disease with joint
manifestations. Foci of infection should be removed, climate should be dry
and hot, physiotherapy, hydrotherapy, rest, and massage should be employed.
Psychotherapy should often be used, and the diet should be carefully studied
and regulated. There are no specific drugs, although salicylates seem best.
Nitrites may be used to dilate the vessels and theelin has been of value in
menopausal arthritis. There is no conclusive evidence that vaccine therapy
has specific action, but it has been used in many cases.
The hope for the future treatment of arthritis lies in the education of
both the physician and the patient; the physician to see that the disease is
not hopeless, the patient to see that, though chronic, the disease is serious
enough to warrant his entire attention if he is to recover. M. H.
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A DISCUSSION OF THE DIAGNOSIS AND TREATMENT OF
SOME OF THE COMMON DISABILITIES CAUSING
PAIN IN THE UPPER EXTREMITY
DR. FRANK R. OBER
Clinical Professor of Orthopedic Surgery, Harvard University Medical School
The cause of pain in the upper extremity is often obscure in diagnosis.
Pain in the finger may be due to large Heberden's nodes which interfere
with action and these should be removed by incision. Nodes in the tendon
should also be removed. Weeping ganglia should be removed or injected
with salt solution. Sclerosing tenosynovitis, especially seen at the base of the
thumb, may be treated by baking, massage, splinting, or even by actual drain-
age. Malunited Colles's fractures may be refractured and proper union
established.
In the elbow, tennis elbow is treated by rest and the application of heat,
as is also olecranon bursitis. Salt solution may also be injected. In general,
fractures of the elbow respond quickly if well treated.
Subdeltoid bursitis responds to injection of salt solution and drainage.
In case of rupture of the tendon of the biceps it is well to transplant what
remains of the long head of the biceps to the short head.
Cervical arthritis often leads to neuritis of the upper extremities, as does
also the presence of a cervical rib. True cervical arthritis may be recognized
by stiffness of the neck with limitation of true lateral mobility of the neck.
It may often be relieved by improving the mechanics of the body, as for
example, by improved posture.
Occupation may be responsible for certain cases of neuritis, as may also be
arthritis of the acromioclavicular joint. M. H.
THE PROBLEM OF SUDDEN DEATH: FROM THE CLINICAL
STANDPOINT
DR. Louis HAMMAN
Associate Professor of Medicine, Johns Hopkins University School ofMedicine
Sudden death, that is, death coming unexpectedly as well as quickly, when
due neither to violence nor to poisoning is nearly always to be ascnbed to
cardiac or vascular disease. Sixty-five per cent of sudden deaths are asso-
ciated with sudden cardiac failure, 21 per cent with hemorrhage, and 5
per cent with arterial embolism or thrombosis. In the first group about two-
thirds are associated with disease of the coronary arteries, 25 per cent with
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valvular defects, 10 per cent with myocardial disease, and 3 per cent with
cardiac enlargement of other origins. Syphilis of the aorta is found in about
20 per cent of all cases.
The heart may fail from exhaustion after a prolonged struggle under an
overwhelming burden. The chemical changes associated with cardiac failure
are unknown, but the electrocardiograph demonstrates a slowing of the heart
rate and a decrease in the elevation of the QRS and T waves. Later there
is evidence of a shifting of the pacemaker within the sino-auricular or to the
auriculo-ventricular node followed by the development of extra-systoles.
Ventricular tachycardia then appears passing into flutter and finally into the
fibrillation that precedes complete cardiac standstill. The heart may stop
permanently following myocardial damage of even minor extent as in occlu-
sion of a small coronary radicle. In all instances of sudden heart failure
where the mechanism has been under electrocardiographic observation, ven-
tricular fibrillation has been found to precede the final total asystole.
Hemorrhage may entail fatal loss of blood internally or externally. Fatal
compression of vital organs may occur as in subarachnoid hemorrhage follow-
ing rupture of one of the probably congenital aneurysms that occur at the
bifurcations of the cerebral arteries, or in the cardiac tamponade of the over-
whelming hemopericardium of rupture of the ascending aorta. Disruption of
such important tissues as the brain accounts for 8 per cent of all sudden deaths.
Exclusive of post-traumatic and postoperative emboli, embolism and
thrombosis account for about 5 per cent of all cases of sudden -death. Retro-
grade emboli may enter the major circulation following repeated pulmonary
embolism. In this condition the increased pressure in the right heart is
said to force the emboli into the left auricle through a patent foramen ovale.
Coronary emboli are very uncommon and the cerebral are rarely a cause of
sudden death.
Among the 10 per cent of miscellaneous causes the social often exceeds
the medical interest, as when the street-cleaner, dying suddenly at his work,
is found at autopsy to have a lobar pneumonia! The possibility of cold
sensitiveness as a cause of fatalities among swimmers has come into prominence.
A. A. L.
THE PROBLEM OF SUDDEN DEATH: FROM THE
PATHOLOGICAL STANDPOINT
DR. HARRISON S. MARTLAND
Chief Medical Examiner, Essex County, New Jersey
Study of 1000 cases of sudden death due to natural causes (i.e., not due
to violence) in persons over 10 years of age showed that 83 per cent occurred
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in males and 17 per cent in females. A classification as to cause was made,
as follows:
I. Heart Disease . ................................. 70%o
a. Arteriosclerosis ........... 44.0
b. Syphilis .14.4.
c. Rheumatic fever................................ 9.3
d. Spontaneous rupture of the aorta............ 1.7
e. Congenital............................... 0.1
f. Cardiac enlargement.............................. 0.5
1I. Diseases of the Nervous System ...0go
a. Cerebral hemorrhage.............................. 3.4
b. Spontaneous subarachnoid hemorrhage .... 1.2
c. Brain tumor................................ 1.0
d. Miscellaneous............................... 4.4
III. Diseases of the Respiratory System ................ 11+ %
IV. All other causes................................... 8+%o
Of the cases of arteriosclerotic heart disease, 30 per cent showed enlarged
hearts, marked arteriosclerosis not involving the coronary vessels, and no other
evident cause of death. These were classified, for want of a better term,
as "hypertensive cardiovascular disease." The remaining 70 per cent in this
category were grouped as due to arteriosclerosis of the coronary arteries. In
young people occlusion of a coronary vessel is likely to be due to fibrosis of
the intima. In older persons a thrombus superimposed on an atheromatous
ulcer is more apt to be the cause. This occurs most commonly in the
anterior descending branch of the left coronary artery within a centimeter
or so of its origin, probably by reason of the conditions of strain existing at
this point. In the aged, the coronary vessels may become so calcified that
they are held open and the chance of occlusion greatly reduced. Weakening
of the myocardium by infarction may lead to cardiac aneurysm or spontaneous
rupture of the heart. If the infarct involves the endocardium, a mural
thrombus may form, with resulting emboli. A few cases of interstitial myo-
carditis or diffuse fibrosis of doubtful origin were included in the arterio-
sclerotic group.
Syphilitic aortitis may prove fatal through the production of aortic regurgi-
tation, aneurysm of the aorta, or stenosis of the mouth of one of the coronary
arteries. The latter condition is particularly frequent in cases in which one
of the coronary arteries arises a little above the sinus of Valsalva. Hearts
with this type of involvement seem especially prone to fail suddenly and
unexpectedly under the influence of emotional excitement.
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Rheumatic fever, apart from the well-known valvular lesions, may cause
a myocarditis characterized by the presence of many submiliary Aschoff
bodies or may lead to the production of mural thrombi. Twelve cases of
aortic stenosis due to calcification of the aortic cusps are included here,
although they might perhaps be considered of arteriosclerotic origin or as
healed lesions of subacute bacterial endocarditis.
Spontaneous rupture of the aorta is a condition which is not well under-
stood. Generally the tear occurs 2 or 3 cm. above the aortic cusps. Rupture
may occur directly into the pericardial sac, or a dissecting aneurysm may be
formed, which may subsequently rupture.
Cerebral hemorrhage, or apoplexy, was not a prominent cause of death in
this series. There were twelve cases of spontaneous subarachnoid hemor-
rhage, a condition in which the patient may live for several hours. It is
often due to rupture of miliary aneurysms of the cerebral vessels.
Pulmonary embolism does not assume the same importance as a cause of
sudden death in the medical examiner's experience that it does in hospital
practice. A few cases of death associated with the giving of anesthetics are
included in the miscellaneous group, but these are notoriously hard to evaluate.
Several instances of the so-called "status thymico-lymphaticus" are also
grouped under this heading. This condition probably exists, although the
term has undoubtedly been extensively misused. P. M. L.
THE DIAGNOSIS AND TREATMENT OF SOME COMMON
SKIN DISEASES
DR. HOWARD Fox
Professor of Dermatology and Syphilology, New York University
A brief, illustrated resume of the common skin diseases was given, with
emphasis upon the treatment found to be most effective.
Acne: Nearly every one at some time suffers from a little acne, but it is
following the deep-seated lesions that scarring usually occurs. The etiologi-
cal organism is most commonly the Staphylococcus albus. Acne vaccines are
considered of very little value. Acne rosacea is seen in women, nearly every
case being the consequence of indigestion. The treatment consists in admin-
istering hydrochloric acid, restricting the carbohydrate intake, and prohibiting
the use of coffee and alcohol. A severe type of acne rosacea seen in men is
a hyperplasia of the skin, the effective treatment being simple ablation.
Psoriasis: The etiology of this disease is unknown and the treatment is
not curative, for although the disease may be arrested there is no assurance
against recurrence. The acute form is usually seen in adults, occurring very
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rarely in children, and is characterized by the formation of white mother-of-
pearl scales. The lesion may cover the entire body. Arthritis is sometimes
associated with psoriasis, but the exact relation of the two conditions is as
yet undetermined. Routine treatment consists in "soap and water, grease,
and sunshine." Sunshine and ultraviolet light are beneficial only in people
who tan. Psoriasis is practically non-existent in the colored race. A valu-
able treatment is the use of chrysarobin ointment.
Pityriasis rosea: This is a harmless skin disease, significant only in the
possibility of its being mistaken for syphilis. It may, however, manifest itself
with an eczematous appearance. It is self-limited, eventually healing spon-
taneously, and it rarely recurs. The best treatment is frequent, prolonged
hot baths, rubbing in thoroughly 3 per cent salicylic acid following each tub.
A cure may be expected within ten days.
Artificial dermatitis: Sunburn must be recognized to avoid mistaking it
for other less tractable conditions. Poison ivy may be contracted from con-
tact with any part of the plant. It manifests itself by an eruption of small
shiny vesicles which do not rupture spontaneously but only after scratching.
The lesion itches intensely. It is noteworthy that in sensitive people the
English primrose may produce lesions similar to poison ivy. The treatment
is one of individual choice, green soap being as effective as anything. Good
prophylaxis may be obtained by the use of the Rhus antigen, but it is of
little therapeutic value.
Hair lotions have been found to cause great edema of the face and scalp.
Soaps are often responsible for some forms of dermatitis.
A form of dermatitis produced by continued contact with novocaine is
often seen in dentists, the affection disappearing after the withdrawal of the
use of novocaine.
Preparations containing both mercurial compounds and iodine produce a
temporary dermatitis and are not recommended for use.
The use of paraffin for plastic work on the face is deprecated since it
causes the skin to break down forming ulcers and sinuses. Once injected
the paraffin is very difficult to remove.
An unusual type of dermatitis is sometimes seen in children following
habitual licking of the mouth with the tongue.
A dermatitis from the nickel of spectacle bows or wrist watches is occa-
sionally found and clears up with the discontinuance of wearing the nickel
ornament.
Common drug eruptions: The bullous type of iodism is uncommon.
Bromism is commonly seen in the nursing child whose mother has taken
bromides. The lower extremity is a common location for the granulomatous
lesion of bromism. The best treatment is intravenous saline, although
common salt per os is also good. The therapeutic result is slow in appearing.
Phenolphthalein eruptions are characterized by reddish, slightly raised
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lesions which gradually assume a brown color. Proof of the etiology can be
obtained only by feeding more phenolphthalein.
Herpes simplex: This affliction ordinarily disappears spontaneously in a
week or ten days. The recurrent type is the only one to cause concern, and
for this the smallpox vaccine has been found useful by some.
Herpes zoster: In children under ten years of age there is never any
pain, but in adults the pain is severe, and becomes more intense the older
the patient. Nothing shortens the course of the disease, and fortunately it
seldom recurs. Treatment is best carried out by spraying the lesions with
paraffin, covering with cotton and bandaging. This seems to lessen the
pain. Sodium iodide may be used.
Impetigo contagiosa: The etiological agent is usually the streptococcus,
but may be the staphylococcus. Treatment is not difficult in children or
women, but in men who shave this becomes a problem. A good treatment
may be effected by the use of ammoniated mercury bound on the lesion for
a continued period. A useful preparation for such pyogenic infections is one
used by Darier:
I: Sulph. Cupr. .................. .......... 0.8
Sulph. Zin . ............................ 2.8
Aqua Camph . ............................ 120.0
Sig: One tablespoon/ glass water q. I h.
Hair folliculitis: The best treatment is epilation with the X-ray, but this
must be done carefully. A preparation made by Squibb (Squibb antiseptic
No. 1) is also good and easier to use.
Flat warts: A profuse eruption may be seen in children, good treatment
often being obtained by the use of mercuric iodide.
Verruca vulgaris: This is peculiar in that, although the condition is
caused by a virus, it can be made to disappear by mental suggestion. X-ray
is effective therapy in only a few cases. The best treatment is to freeze the
lesion with ethyl chloride, curette it, and cauterize the base with the silver
nitrate stick. Nitric acid is an abominable remedy because of the tendency
for keloid formation.
Plantar warts: The infected type is treated by X-ray up to 1.5 erythema
dose. Molluscum contagiosum is a common epithelial growth. It may
effectively be treated by curettage, removal of the contents and applying
iodine. This is especially advised for children.
Keloids: These cannot be effectively treated by surgery alone, but the
latter must be combined with radio-therapy.
Dermatophytosis: For the advanced condition in which the web of the
toes has become macerated the best treatment is the application of 20 per cent
chrysarobin ointment. J. B. L.
65YALE JOURNAL OF BIOLOGY AND MEDICINE
THE TREATMENT OF PNEUMOCOCCAL LOBAR PNEU-
MONIA, WITH SPECIAL CONSIDERATION OF THE
USE OF ANTI-PNEUMOCOCCUS SERUM AND
ARTIFICIAL PNEUMOTHORAX
DR. FRANCIS G. BLAKE
Sterling Professor of Medicine, Yale University School of Medicine
Lobar pneumonia begins as a local inflammatory process at the point of
invasion of the causative organism and spreads chiefly by way of the peri-
bronchial lymphatics. It is reasonable to suppose that this spread may be
facilitated by the presence of edema and by the continual motion of the lung.
The mechanism of recovery in lobar pneumonia must be regarded as a
cooperative affair involving both the humoral and cellular defences of the
host. For this reason it is essential that serum be given before the cellular
defence has been broken down. Serum should be given as early as possible
and certainly before the third day. It is probable that actual consolidation
of the lung rarely occurs before this time.
As in the treatment of diphtheria, it is desirable to give as much serum as
possible at the first dose. Up to 100,000 units may be given at once, subject
always to the precautions necessary to prevent untoward -reactions. Every
patient should be tested for sensitivity to horse serum, the injection should be
made slowly, and adrenalin should be at hand.
The effect of artificial pneumothorax was observed in a series of 25 cases
treated at the New Haven Hospital during the past winter. Three groups
were studied: (1) cases without pre-existing fibrous pleural adhesions,
(2) cases with pre-existing fibrous pleural adhesions, and (3) four late septi-
cemic cases. In the first group, all showed evidence of improvement, as
indicated by comparison of their temperature charts with those of the second
group; in the second, there was no apparent shortening of the course of the
disease; in the third, no benefit whatever was observed. No serum was
given to any of these patients.
It was found that, as the intrapleural pressure fell and became negative
again after a treatment, a relapse was likely to occur, especially if antibodies
had not yet appeared in the serum. The usual procedure was therefore
changed and more frequent treatments were given, so that the pressure was
raised and maintained at a positive level. As much as 1300 cc. of air was
often given at the first treatment. The injection of air was frequently
associated with a rise in the respiratory rate. In most cases the patient's
pain ceased, the appearance of toxemia was diminished, and the patient's
mental attitude improved. The improvement was often quite dramatic.
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It may be tentatively concluded that artificial pneumothorax treatment of
early unilateral cases of lobar pneumonia is a useful procedure if given early
and if enough air is given to establish and maintain a positive pressure in
the pleural cavity. Its vralue in cases with pre-existing fibrous pleural
adhesions is open to question. It is apparently of no value in late septicemic
cases. P. M. L.
GONORRHEA IN THE MALE AND ITS TREATMENT
PERCY S. PELOUZE
lIssistant Professor of Urology, University of Pennsylvania School of Medicine
It is estimated that druggists treat two and one-half times as many cases
of gonorrhea as do physicians. Under these conditions the patient himself
is allowed to judge when a cure has been achieved and when he has ceased
to be infectious to others. The dangers of the situation are obvious. More
cooperation with and control of patients and more interest on the part of
physicians in the treatment of gonorrhea are sorely needed.
Tissue susceptibility is of great importance in the pathogenesis of gonorrhea.
Healthy squamous epithelium, such as that lining the fossa navicularis, is not
penetrated by the gonococcus. The columnar epithelium of the rest of the
anterior urethra is, however, susceptible to invasion. The transitional epi-
thelium extending from the posterior urethra up to the kidney is not suscep-
tible unless injured or unless urinary stasis takes place.
Drainage conditions are also important. A smooth mucosal surface is
likely to recover rapidly, likewise a simple tubular gland if it drains freely.
If drainage of such a gland is interfered with, chronicity is apt to result. If
the duct of a gland is completely shut off, the gonococcus disappears (as in
salpingitis). Drainage of compound tubular glands may be promoted by
digital expression of pus. In the compound tubulo-alveolar glands of the
prostate abscesses are likely.
The clinical course of gonorrheal urethritis is best followed by means of
the "two-glass test." Every effort should be made to prevent the organisms
from entering the posterior urethra. In order to do this it is important to
begin treatment as early as possible. Experience shows that cooperative
patients seen before the fifth day and treated carefully with gentle mucosal
stimulation may be saved involvement of the posterior urethra in the great
majority of cases. It is absolutely essential that the patient refrain from
alcohol, sexual excitement and long automobile rides during the course of
the disease. The physician must therefore gain and keep the confidence of
his patient.
The cure of gonorrhea depends on the development of resistance by the
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host. Attempts at specific chemotherapy are at present useless. Oral medi-
cation, including the use of sandal-wood oil, is probably ineffective. The
azo dyes are not recommended. Local mucosal stimulation by some means,
however, seems necessary to prevent involvement of the posterior urethra.
A simple procedure of tried efficiency is as follows: Wash the anterior
urethra gently with a 1 in 8000 solution of potassium permanganate. Then
instill a few cc. of 5 per cent silver nucleinate into the urethra and hold it
there five minutes with a clanip. It should be clearly understood that this
treatment is primarily stimulatory and not bactericidal. This is given daily
for two weeks. Then, if the second glass is clear, treatment is repeated
every 48 hours until all signs of urethritis and gonococci have disappeared.
The physician should then take the patient into his confidence, tell him frankly
that a complete cure is not yet assured, and advise strongly that he avoid
sexual contact for the next few weeks. P. M. L.
PATHOGENESIS OF PYURIA IN EARLY LIFE
DR. OSCAR M. SCHLOSS
Professor of Clinical Pediatrics, Cornell University Medical College
"Pyelitis" in children may be an acute self-limited infection not associated
with obstruction to the urinary passages, or it may be subacute, chronic or
recurrent, in which case obstruction is usually present.
Clinically the acute non-obstructive type usually affects girls less than
three years of age. It may be primary or associated with intestinal or
respiratory disease and like the latter has its greatest incidence in February
and March. The extent of the fever, restlessness, and prostration varies in
different patients. The urine intermittently contains numerous clumped
leukocytes and epithelial cells, a trace of albumin, occasional pus casts, and
rare red blood cells. The presence of leukocytes in normal urine and
especially in the urine of the febrile patient, and the possibility of contamination
with vaginal secretion should lead to a careful interpretation of the urinary
findings. The treatment is that of any infection with marked constitutional
symptoms. Alkalis, methenamine, or other urinary antiseptics, bacteriophage,
or the ketogenic diet as recommended by Helmholz are sometimes given as
adjuvant therapy. Examination of kidneys from several cases reveals an
interstitial nephritis with perivascular leukocytic infiltration. Sometimes renal
abscesses are seen as well as various stages of organization. The intermit-
tency of the pyuria may be. due to repeated rupture of renal abscesses into
the ducts. Available autopsies show that the condition is rather a suppurative
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interstitial nephritis or pyelonephritis than a pure pyelitis. The fact of its
occurrence most often in girls and that the colon bacillus is usually the etio-
logical agent suggests that the infection is ascending rather than hematogenous.
The presence of the perivascular foci, however, favors the idea of hemato-
genous origin. That the chronic renal disease of young adults associated
with contracted kidney may be due to interstitial nephritis in childhood as
described, lends added interest to the condition.
In the obstructive type where urinary stasis occurs proximal to the
obstruction, lesions of the renal pelvis are much more conspicuous. The
onset may be insidious with the pyuria often an accidental discovery; rarely,
even uremia is the first evidence of damage to the urinary system. Dysuria
or hematuria are symptomatic of bladder infection. Since the cure of the
chronic obstructive cases is attainable by surgery, if at all, careful urological
examination is indicated in all cases of pyuria of more than two months'
duration. Cystography, intravenous urography, and even cystoscopy with
ureteral catheterization may have to be employed. The more acute stages of
the recurrent form are treated as is any acute infection. A. A. L.
THE IMPORTANCE OF THE CONSIDERATION OF THE
PERSONALITY IN GENERAL PRACTICE
DR. C. MACFIE CAMPBELL
Professor of Psychiatry, Harvard University
The practice of medicine has long ago passed the stage where the dis-
covery of disease processes is felt to constitute the solution of medical prob-
lems. The physician must consider his patient as a whole, realizing that the
sick person represents one phase of the adaptation of the person to his environ-
ment. The physician, therefore, must study his case from three angles:
first, that of the whole person, second, that of the mechanics of the organs
and systems involved, and third, that of the special demands made on the
organism.
The neurasthenic patient, who represents a whole group of patients who
have wandered from physician to physician, and then from physician to cultist,
often presents symptoms that are elusive and vague, and the question arises
as to how far the situation can be treated by the ordinary practicing physician.
He finds evidences of disturbances of function and sensitiveness of the auto-
nomic nervous system, which is determined by constitutional endowment, but
the treatment of emotional disturbances underlying the presenting symptoms
seems outside the field of the general practitioner, especially since the syndrome
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may be due not merely to a single cause, but to the interrelation of many.
The treatment of many conditions involves treatment of the personality which
the physician may feel is beyond his scope, but he must remember that most
so-called "mental cases" are treated by the general practitioner both before
and after hospitalization in a mental hospital. In trying to find a solution
for his patient's emotional difficulties the physician is often obliged to consider
the resources of his community and he is thus inevitably drawn into ever
closer contact with the life of his community.
It is often true that the patient possesses more insight into his condition
than does the doctor, and he may realize the relation of his symptoms to their
cause. The physician, in his own field, is dealing primarily with a vulnerable
autonomic system, but he may see emotional disturbances in the total picture
of the patient, even though these may not seem directly responsible for the
presenting features of his case, which may be respiratory, cardiac, gastro-
intestinal or even frankly hysterical.
The doctor should realize that the treatment of personal matters is not
outside the scope of the physician. He must be sensitive to the problems of
his patient and to the problems of human nature, and personal affairs may not
be dismissed in a summary fashion. The greatest service a physician can
render his patient is to give him opportunity to unburden himself and ventilate
his problems. The frank and wholesome discussion of many simple topics
with opportunity to ask and receive authentic information is of invaluable aid
to the patient, even though time-consuming from the point bf view of the
doctor. If the doctor is to feel that he has not neglected his patient he must
make sure that he understands health as involving the whole individual. It is
true that it is the patient who sets the pace and makes the effort, but the
physician can be often of great assistance by the simple procedure of listening,
once his patient is sure of the doctor's discretion, and frankness and whole-
someness of attitude. The same topics occur again and again, the question
of child vs. adult tendencies, the cultured vs. the primitive, the egotistical vs.
the social, and the appetites vs. control. As guide and authority the physician
may find the happy results well worth time spent. M. H.
PSYCHOSES COMPLICATING OTHER DISEASES
DR. EUGEN KAHN
Sterling Professor of Psychiatry and Mental Hygiene, Yale University
School of Medicine
'The concept of disease cannot be separated from the personality of the
diseased person. The reaction of the patient to the causative agent of the
disease must be considered in its totality.
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No two patients with the same disease ever show the same clinical picture.
Certain mental symptoms may, however, be common to various diseases and
a few broad patterns may be recognized: (1) the fatigue pattern, (2) dis-
turbances of consciousness, (3) dementia, caused by chronic destructive
changes in the brain and characterized by increasing deficiency of memory
and judgment, and (4) amnesia or the amnestic syndrome, seen most fre-
quently in elderly people.
The so-called symptomatic psychoses are characterized chiefly by dis-
turbances of consciousness, varying from slight clouding to complete loss.
These psychoses are to be regarded as complicated reactions of the patient to
definite primary or secondary disease of the brain. The injurious agent may
also act on the autonomic nervous system and produce complex emotional
alterations.
The patient often engages in a terrific struggle to retain consciousness.
In such a case he may be compared to one trying to keep from falling asleep.
Ile tries to hold on to a world which seems to be slipping away and in so
doing he may try to get out of bed, talk to reassure himself, lapse into stupor
only to rouse himself again. Finally his dreams may become so real that he
cannot distinguish them from his environment. The patient's actions are of
course greatly modified in each case by his individual personality-his wishes,
intellect, imagination, and previous experience.
The symptomatic psychoses occur in all infectious dise-ases with fever.
They are particularly well marked in neurosyphilis, pneumonia, typhoid,
cachectic conditions following operations, poisoning, traumatic injury to the
brain, and chronic disease of the brain. These psychoses do not become
chronic. They may last a few minutes or several weeks. In infectious dis-
eases they often run parallel to the fever.
The treatment of the symptomatic psychoses is determined by the treat-
ment of the underlying disease. Attention should be paid to general sup-
portive measures. Baths have been found particularly valuable. Sedatives
should be given with caution if the patient's consciousness is already clouded.
The barbiturates, or paraldehyde in orange juice, or in a saline or olive-oil
enema, are useful. In emergency, hyoscine may be given intravenously.
Morphine should be avoided. The patient must be carefully watched so
that he does not injure himself.
Short attacks of manic-depressive insanity, schizophrenia, epileptic states
of excitement, and other serious conditions may accompany a disease or be
precipitated by it and may be mistaken for the symptomatic psychoses. In
such cases the differential diagnosis may be difficult, and careful observation
is required. P. M. L.
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PROPHYLACTIC VACCINATION
DR. STANHOPE BAYNE-JONES
Professor of Bacteriology, Yale University School of Medicine
The accurate evaluation of the effectiveness of a prophylactic procedure
is beset with difficulties. Some organisms pathogenic for man do not produce
a corresponding disease in animals. Nor is the titer of agglutinins, precipitins,
or complement-fixing antibodies attained in the human necessarily a measure
of the state of resistance conferred. Better is it to determine acquired anti-
toxic or protective properties in the blood following the would-be prophylaxis.
The mode of inoculation is probably important. In addition to the usual
subcutaneous method, application of the vaccine to the skin or mucous mem-
branes, or intradermal injection may in special instances be effective.
The specificity of the prophylactic agent should receive consideration.
Where a multiple, such as a virus-bacterium etiology is suspected, it seems
logical to employ for prophylaxis not only the virus component but even
organisms thought to be secondary invaders. Furthermore, such serological
interrelations as exist between the Friedliinder bacillus and the pneumococcus
suggest that organisms unrelated to the specific etiological agent may contain
immunizing principles. Research in vaccine prophylaxis has received a new
impetus from the recent discoveries in bacterial variability. Attention is now
being paid, for example, to the selection of "smooth" strains for typhoid vac-
cines. With whooping-cough vaccine, the results of Madsen are encourag-
ing. The use of freshly isolated cultures in the antigenic phase appears to
be desirable. The fact that the Bordet-Gengou bacillus is present in such a
large proportion of cases, probably justifies its use even if its etiological position
is in doubt.
Improvements in established prophylactic procedures are constantly being
made. Effective bacteria-free vaccine virus can be produced by growing the
virus in chick embryo broth or in association with the living embryo in the
shell. The immunizing properties are retained for from 30 to 40 generations.
in culture. Rivers recommends intradermal inoculation as productive of
more constant results. By means of suitable vaccines, laboratory workers
can be protected against psittacosis and yellow fever. Alum-prepared diph-
theria toxoid is so potent that a single dose renders 95 per cent of children
immune. All measures should be taken, however, to protect the remaining
5 per cent. The turbidity of the alum toxoid if dispensed from a multiple
dose vial is potentially dangerous as even gross bacterial contamination is
obscured. Similar alum preparations for prophylaxis against tetanus are in
process of development. A. A. L.
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DIAGNOSIS OF THE ORDINARY ENDOCRINE DISORDERS
DR. MAX A. GOLDZIEHER
Endocrinologist, Gouverneur Hospital, New York
In addition to watching for the common stigmata of endocrine dys-
function, one should suspect an endocrinopathy in any case where the usual
treatment of a clinical condition does not yield results. But there is no symp-
tom of endocrine disease which may not be caused by some other condition,
so diagnoses should not be made hastily. Four important principles should
be kept in mind: (1) every endocrine gland is closely related to all the others
in the body; (2) a gland may have several functions or produce several
hormones which may be secreted in varying amounts independently of each
other; (3) the effect of age-the same endocrinopathy may produce entirely
different pictures in child and adult; (4) hyper- and hypofunction may be
paradoxically combined, e.g., pituitary hypofunction following acromegaly.
In taking the history, one should carefully inquire for endocrinopathies
in other members of the family. The time of walking, puberty, onset of
menstruation, and the like should be recorded. The nutritional history is,
of course, particularly important in cases of obesity and diabetes insipidus.
The physical examination should be made with consideration of the patient
as a whole. Familial trends in stature and general body build should be
noted. A tall person generally has a hypersecretion of the pituitary, a short
one hyposecretion of either pituitary or thyroid. In a child who is the victim
of hypopituitarism the whole body is symmetrically reduced, whereas in
hypothyroidism the limbs are relatively short and the appearance of fingers
and teeth distinctive.
Fat is often deposited in characteristic places in endocrine dysfunctions.
In hypothyroidism there may be a pad of fat between the scapulae or over
the trochanter of the femur. The patient with hypopituitarism may show a
pendulous apron of fat hanging from the abdomen or an excessive accumula-
tion over the hips. The skin and hair should be observed; they are dry and
coarse in myxedema.
The X-ray is of great value, especially in children-e.g., the wrists of
hypothyroid children may show an unusually small number of centers of
ossification. In pituitary conditions, roentgenograms of the skull may give
valuable data with regard to the size of the sella turcica, state of ossification
of the skull bones, obliteration of sinuses, and the like.
Studies of metabolism and specific dynamic action may be of value, but
should be interpreted with care, since many factors may impair their accuracy.
The basal metabolic rate is, of course, of great value in the diagnosis of
thyroid disorder, and the specific dynamic action of proteins seems to be high
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in patients with pituitary tumors. Determinations of sugar tolerance may be
helpful in diagnosing pituitary or thyroid disorders, and salt tolerance in
posterior pituitary conditions. Recent work on fat tolerance awaits
confirmation. P. M. L.
THERAPEUTIC USES OF PARATHORMONE
DR. ALEXANDER B. GUTMAN
Walter Belnap James Fellow in Medicine, College of Physicians and
Surgeons, Columbia University
In order to understand the clinical use of parathormone its mode of
action must be understood. The first effect after a suitable dose appears to
be on the phosphorus metabolism. There is a fall in the blood phosphorus
associated with an increase in its excretion. As the available tissue phos-
phorus approaches exhaustion the bone depots are mobilized. Hypercalcemia
then occurs and concomitantly the urinary excretion of calcium is accelerated.
With cessation of parathyroid hyperaction, the usual level of blood phosphorus
is restored and the serum calcium again reaches the neighborhood of 10 mgs.
per cent.
As a therapeutic agent parathormone has definite limitations. Tolerance
increases necessitating progressively increasing dosage. Large doses produce
nausea, vomiting, polydipsia, fever and even stupor. Renal insufficiency may
develop, causing both the blood phosphorus and calcium to rise. Fortunately,
parathormone is not indicated in most cases of tetany, especially where decal-
cification and osteoporosis are already manifest. Such, for example, is that
form of tetany associated with low serum calcium due to restricted intake,
excessive loss in the stools, or a defective absorbing mechanism, or the tetany
of rickets, cceliac disease, sprue or idiopathic steatorrhea. Nor is parathor-
mone necessary in the treatment of the tetany of alkalosis where the ionizable
rather than the total serum calcium is reduced. It finds its use in acute
tetany with laryngo-spasm or in chronic tetany refractory to calcium therapy.
In idiopathic hypoparathyroidism or after excessive therapeutic or accidental
ablation of parathyroid tissue parathormone may be required. Since it does
not take effect for from six to eight hours after administration in the usual
way and in order to spare bone calcium, the treatment can be buttressed with
calcium.intramuscularly when quick action is essential, and orally as 5, 10 or 15
grams of the lactate or gluconate. Viosterol is an important adjunct. The
chloride intravenously takes instantaneous although briefly sustained effect.
With adequate calcium therapy the dose of parathormone may be reduced
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to a minimum and the number of injections perhaps to one a day or less.
A new use of parathormone is in the treatment of chronic lead and radium
poisoning. A. A. L.
THE THERAPEUTIC USE OF THE CORTICAL HORMONE
OF THE SUPRARENAL GLAND
DR. CARL H. GREENE
Associate in Medicine, New York Post-Graduate Medical School,
Columbia University
Tl he chief use of the cortical hormone is found in the treatment of
Addison's disease. This condition is due in about 85 per cent of cases to
tuberculosis of the suprarenal glands. Most of the remainder are due to
atrophy of the cortex. The X-ray is sometimes of value in showing calcifica-
tion of the gland. The cardinal symptoms of Addison's disease are asthenia,
pigmentation, loss of weight, and hypotension. In addition to these, low
back pain, gastro-intestinal disturbances, nervous irritation, and a state of
collapse similar to surgical shock may be present. The average length of
life of the untreated patient, according to some observations, is about 1.8
years. The disease may be considered as similar to diabetes-there are mild
and severe cases, depending on the reserve of hormone available.
If the condition is due to tuberculosis, this must be taken into account in
any scheme of therapy. General care should be given: (1) rest, (2) pro-
tection from infections, fatigue, and worry, (3) an adequate intake of food
and fluid. Cortical hormone should be given in sufficient amounts to satisfy
the patient's requirements. At the same time any existing anhydremia may
be treated with salt and fluids. It is interesting that patients often show a
dietary craving for salt. Another important phase of treatment is the antic-
ipation of emergencies, since infection, trauma, or fatigue may easily precipitate
a crisis in the disease.
Specific hormone therapy generally results in a rise of blood pressure and
in mental attitude and in resistance to infection. The pigmentation, which
bears no relation to the severity of the disease, may or may not change.
Patients often pass into a chronic state and may even go for years without
treatment, perhaps due to the presence of functioning adenomata in the
gland.
There is no doubt that the cortical hormone is of the greatest value in
the treatment of Addison's disease. Unfortunately, however, it has been so
scarce and is still so expensive that many patients have died through inability
to obtain the hormone or to pay for treatment. The recent crystallization
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of the hormone by Kendall gives hope that it will soon be more easily
available.
The value of cortical hormone in conditions other than Addison's disease
is dubious. Good results have been claimed in some cases of surgical shock.
It has been tried in psychoneuroses with asthenia, exophthalmic goiter, diabetes,
myasthenia gravis, myxedema, benign hypertension, and postural hypotension
with no definite result. P. M. L.
USEFUL ENDOCRINE PREPARATIONS IN GYNECOLOGY
DR. JOHN ROCK
ASssistant in Obstetrics and Gynecology, Harvard University
School of Medicine
The application of the results with female sex hormones in animals to
human therapeutics has often proved unsatisfactory. Mammals, even species
as closely allied as the rat and mouse, are widely diverse in their endocrine,
ovulational, and menstrual patterns. Doses effective in small animals are
infinitesimal when applied to man and the expense of clinical testing is, there-
fore, in some cases prohibitive. VWoman, moreover, is a notoriously poor
experimental animal subject to psychogenic influences, and the hormonal
constitution of any individual is at present impossible to establish with accuracy.
Much of the confusion enshrouding the subject arises from the difficulties
of the nomenclature. Briefly, the anterior pituitary contains gonad stimulat-
ing prolans A and B. Recent work suggests that these are identical.
Prolan is excreted in the urine only after the menopause except under patho-
logical conditions. Derived from living chorionic villi and excreted in large
amounts in the urine is a similar principle, anterior-pituitary-like substance,
pregnancy urine extract, follutein, or antophysin. This gives the Ascheim-
Zondek reaction and can be standardized in terms of rat units. Three times
more is necessary for luteinization in the mouse than in the rat. It is
questionable whether it can bring about corpus luteum formation in man.
Prolan, however, acts in the human as in rodents and of the two only prolan
can initiate menstruation after amenorrhea. Theelin, the follicular hormone
excreted by the ovarian germinal epithelium and by the placenta, is known
also as folliculin, cestrin, amniotin or progynon. It brings about character-
istic vaginal mucosal changes whereby it can be standardized, and stimulates
proliferation of the uterine epithelium in preparation for nidation of the ovum.
Progestin, or proluton, advances these progestational changes in the rabbit,
and perhaps in the human, by producing a further expansion of the surfaces
of the uterine glands and a swelling of the ovarian stroma. Relaxin, likewise
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derived from the corpus luteum, more fully relaxes the symphyseal joint after
the ligaments have been relaxed by theelin.
In a iew disturbances the endocrine preparations have proved of value.
In primary, uncomplicated dysmenorrhea, that is in about 25 per cent of
cases, pregnancy urine extract or progestin is effective. Not less than 3 to 6
rabbit units of the latter are necessary for the relief of pain. Six hundred to a
thousand rat units of pregnancy urine extract may be given in divided doses
for the three or four days preceding the menstrual period. The pain of the
succeeding period also is sometimes relieved. Pregnancy urine extract cures
or relieves 65 per cent of patients with metrorrhagia, but is of little value
in girls under 22. The drug should not be employed until cancer of the
fundus of the uterus in older women, and cancer of the cervix in all have been
ruled out. Three or four doses intramuscularly of 300 to 500 units given
after the beginning of the flow are effective. Theelin subcutaneously in
daily doses of 100 units often relieves menopausal symptoms. The stimulat-
ing action on the uterus is cumulative so that a menstruation may occur
if the drug is stopped. Intermissions of a week after each 5,000 units are in
order. The administration of endocrine preparations in such conditions as
amenorrhea, oligomenorrhea, or habitual abortion is as yet unwarranted.
A. A. L.
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